septum was swung laterally at Major Gillies' suggestion to try to compensate to some extent for the loss of the nasal process of the left superior maxilla.
Case III.-Private M. A combined case of Major Gillies and my own, where an L-shaped septal swing was used to form a support for the bridge of the nose, and tip of the new nose. 
Section of Laryngology
Case IV: Nasal Supports.-Private C. This-illustrates the method of septal support by making a new cartilaginous septum. This method is only applicable where the soft tissues remain, but may have a very useful application in cases of sunken bridge in civil as well as military cases. FIG. 4 (Case IV). Case V.-Private B. This illustrates the same condition. The nose was held down by a scarred right ala, so that the latter had to be cut free before the tip could be advanced. In cases where septal support is needed but the soft tissues of the septum are lacking, two pieces of cartilage are introduced, one along the bridge through a tenotomy wound and the other by splitting the columella as in Lieutenant Hastings's case.
Case VI.-Private H. In this case I used a modified septal swing to form a new columella, and later implanted an L-shaped piece of cartilage to give prominence to the bridge, and support the columella. Case VII.-Private C. In cases of bringing down a nose from the forehead, -the supports for the bridge, columella, and ala are usually planted in the nose before bringing down. The most difficult problem in my mind in rhinoplasty, is to get sufficient prominence for the tip, so that all additional means are useful. In the case now shown I have arranged several accessory supports which I trust may be added safeguards. At the time of the implantation of the cartilage in the forehead, I buried two rods of cartilage under the mucous membrane of the floor of the nose. They are now living and have a mucous membrane covering. When bringing down the nose I intend to swing them forwards and join their raw surfaces together and so have a median mucous membrane covered rod to act as a prop and replace the original septum. I have also endeavoured to make a new nasal spine. In making a new nose, besides the tendency of the tip to sink, there is the bad appearance of the upper lip, and its junction with the columella. This is due to the frequency with which the nasal spine and crest are lost. I endeavoured to replace this with a new cartilaginous spine introduced through the mucous membrane of the upper lip. The forehead columella is to be attached directly to this and the cartilages joined. Further, I have placed a rod of cartilage under the skin of the bridge, which can also be swung downwards in order to form a still further support for the bridge and tip.
THE MAKING OF A NEW ALA.
Where one ala is destroyed, a vertical flap from the junction of the nose and cheek may be turned down to form a new ala. This is a simple method, but unless the ala is supported and the raw surface of the new vestibule is covered with epithelium, it will inevitably shrink, so that the contour of the ala is destroyed and nasal obstruction ensues. In order to obviate this contraction in one case (Private H., No. VIII), where the right ala had been destroyed together with the anterior end of the right inferior turbinal, I removed the anterior half of the left inferior turbinal and used this as a free gift to support the right ala. lished a living connexion with the tissues. A fortnight afterwards the mucous,membrane from its superficial surface was removed and the usual skin flap was brought down to cover it. In this case, therefore, the right vestibule was lined with mucous membrane instead of skin.
A serviceable but somewhat rigid ala was produced. In subsequent cases where possible, I have turned down a semilunar flap of skin previously epithelialized on its under surface by von Esser's method (Private W., No. IX).
A useful amplification of this method is to include a piece of cartilage between the skin lining of the vestibule and the external flap. Section of Laryngology especially over the tip and columella, as otherwise the tip will contract and not be sufficiently prominent.
The result of the operation for restoration of ala, tip and columella was satisfactory but the left vestibule became somewhat contracted. In order to obviate this I employed the following manceuvre: A Stent was moulded round an india-rubber tube. The contracted skin and scar tissue of the vestibule were dissected away and the Stent introduced while still soft, so that it formed an exact impression of the cavity. When cooled and hardened it was removed and covered with Thiersch skin-graft. It was then re-introduced and stitched firmly into position. The drainage tube, which was passed through it, allowed free vent of mucus from the nose. Eight days afterwards the Stent was removed and the vestibule was found to be lined with healthy epithelium. This established a patent nostril and has prevented subsequent contraction.
Ju-4a In cases where the lower portion of the nasal support-e,g., the septum-has been destroyed, the ale and tip tend to sink in and take up the vertical position (Private C., No. XI). In these cases where possible the lower septal swing is adopted and the tip and ale are brought down from the vertical to the horizontal. A new nose is then brought down from the forehead and either joined to the tip and ale in their new position or placed over the tip and aloe, the latter surface having been previously rawed. In another case (Private R., No. XII), the new nose was merely brought down and joined to the aloe and tip, whereas in the last case the aloe and tip were overlapped by the new nose. THE BIRD BEAK TYPE.
In these cases the upper portion of the nasal support-i.e., the nasal bones, have been damaged or destroyed. In the first clse of this type shown (Private C., No. XIII), the external wound had closed but there was considerable nasal obstruction. Intranasal adhesions were removed and a submucous resection was performed which was carried far forwards so as to depress the tip. The removed cartilage was cut into four strips and these were introduced superimposed through a tenotomy opening so as to elevate the bridge. In the next similar case (Private S., No. XIV), the upper portions of the nasal cavities were open on the surface. The middle turbinals were advanced so as to fill up the gap, and one vertical and two lateral flaps, as shown in the diagram, were used as a skin covering. In this case also there was considerable nasal obstruction. At a subsequent operation a month later the intranasal adhesions were cleared and a submucous resection was performed. The removed piece of cartilage was reinserted, with its long axis vertical so as to form a support for the upper portion of th6 bridge of the nose. A very fair result was obtained but the nose remained somewhat tip-tilted. The patient then came under Major Waldron, the head of the Canadian section at Sidcup. In order to improve the appearance still further we introduced a rod of cartilage from the eighth rib under the skin of the bridge. A third case of the same kind (Private H., No. XV). Three pieces of cartilage have been introduced into the forehead: one to give prominence to the bridge,.and two lateral ones to reproduce the nasal bones. After epithelialization of the under surface of the forehead flap, the latter has been brought down into position.
DISCUSSION.
The PRESIDENT.: Besides the satisfaction of the surgical successes, it must be a source of gratification to those engaged in rhinoplastic work to reclaim for ordinary society men whose appallingly repulsive injuries would otherwise have condemned them to a life of isolation. When the war is over, and the *cases requiring restorative treatment are rare, I hope that the experiences gained in this work will be utilized in forwarding a branch of our specialty which has been neglected by most of us. I refer to what has been termed ccorrective rhinoplasty," which deals with noses that are healthy but either by their abnormal size or shape, cause disfigurement. At first, this subject might seem too unimportant to be worth serious aptention, but on glancing at the literature one cannot but be struck with the variety of conditions requiring treatment, and the excellent results obtainable.
Sir STCLAIR THOMSON: Are these instruments insidt the nose for keeping it up successful, or have they, in some cases, proved failures ? We might have to try them for accidents to the nose arising in the football field or at boxing matches. In reference to the lining of the nose, I think it was said that if one does not get epithelial lining the nose contracts. Apart from that, does much difficulty arise from the absence of ciliated epithelium ? Do these noses -which are lined with ordinary mucous membrane-i.e., grafts of mucous membrane, keep moist ? Or do the patients get rhinitis sicca, or ozaena, or crusts inside the nose? In cases in which I have had to remove the turbinals entirely for malignant disease of the ethmoid region, as I have reported here before, I have been astonished that the patients have remained free from ozwna or atrophic rhinitis, a condition we used to anticipate in those cases. That experience has made me think that atrophic rhinitis is much more a pyogenic result than one of difficulty or defect of turbinal tissue and ciliated epithelium.
Mr. HERBERT TILLEY: In the case of a slight dent or depression following a submucous resection, do the exhibitors recommend the insertion of a portion of septal cartilage from. another patient, or the removal of a small portion of rib cartilage from the same patient ?
Mr. H. D. GILLIES (in reply): In reply to Sir StClair Thomson, I have not seen any case of atrophic rhinitis resulting from these injuries of turbinals or the measures taken for the repair of the nose. One point in connexion with complete rhinoplasty is interesting from the voice-production point of view. One of the officers I showed lost a good part of his nose, as well as a portion of his superior maxilla, and it did not matter whether he had no nose, or whether Mr. Hett had moved his turbinals, or whether I had remade his nose, he had the same nasal resonance, and his smell was normal from the beginning. I have not seen any case of atrophic rhinitis among these, and there is a possibility, if other methods are not available, that skin grafting in the nose might be a means of curing atrophic rhinitis. Skin in the nose used as mucous membrane, as also in the mouth, and in the eye-sockets, does admirably, in my exDerience: it causes no trouble of any character. What it becomes histologically is not, I think, yet established, but from a practical point of view it is very satisfactory.
Mr. G. SECCOMBE HETT (in reply): With regard to Mr. Tilley's question as to autogenous versuts heterogeneous grafts in the nose, I think he spoke entirely of the septal cartilage graft. Both have been tried, the septal cartilage in the autogenous and' the heterogeneous manner, that is to say, grafting one person's septum into his own nose, and also into that of another patient, and that, so far, has proved satisfactory. With regard to heterogeneous costal cartilage grafts, Mr. Gillies knows about those better than I do. I have thought there was not so much vitality about the heterogeneous as about the autogenous grafts. With regard to Sir StClair Thomson's question, I do not know whether he includes unhealthy conditions, such as sinus disease or atrophic rhinitis, when speaking of the interior of the nose, but I appreciate the extreme necessity of making the cavity healthy before putting on a new nose; for instance, in one case, a man had a chronic antral condition; a new nose was brought down, and had to be lifted off again and the antra, cleared out because the nasal cavities were full of putty-like material, and both antra had foul pus in them.
